been reported (Lee & Wilson 1973) . Should the alternative deltopectoral flap be employed, the utmost care must be taken to avoid pressure on the base of the flap by the prosthesis (Gringrass et al. 1972) . If a prosthesis is not used, although the cosmetic appearance is improved by the use of the deltopectoral flap, oral function is down graded by the immediate distortion of the remaining mandible by the weight of the flap. The prosthesis may ulcerate through atrophic external skin. However, this can sometimes be repaired by a second flap as long as a valvular closure of the defect is employed. Current Surgical Management Elderly and infirm patients have no implant inserted unless the section crosses the midline. Adequate skin replacement will provide sufficient rehabilitation and avoid the complications that are so serious in this group. In the young, following segmental resections or hemimandibulectomy, some form of metallic replacement is used. Should the prosthesis be rejected contour and function may be acceptable; if not, a bone graft is substituted. Where a central arch resection has been undertaken, or more than half the mandible removed, a prosthesis should be employed if the tissues will accept it. Long-term survival of the prosthesis has been obtained in a proportion of cases, thus avoiding the difficult twQ-part bone graft. If there is intraoral wound breakdown the prosthesis is removed at a minimum of three weeks to allow treatment of the associated infection. It is of great interest that when sufficient tissue is introduced by means of a pedicle skin flap further surgery is often unnecessary. The hyoid receives sufficient support from the neck flaps. By three weeks the site of the prosthesis will have thickened to produce a scar band of the correct length which provides considerable support to the chin. The patient in Fig 7 had Wilson & Towers (1974) have described the desirability of reconstructing the mandible following any resection of a portion of bone. The methods that have been tried to date, and the problems that have been encountered, indicate that no entirely satisfactory prosthesis has yet been developed (Lee & Wilson 1973) . The essential properties necessary in a prosthetic device to reconstruct the mandible are as follows:
(1) Easily inserted. (2) A simple prosthesis has therefore been developed which satisfies the above requirements. It has been used during the last three years and its insertion takes approximately ten minutes thus barely increasing operating time. It consists of four strands of 0.7 mm soft stainless steel wire twisted tightly upon themselves to form a single strut centrally, but having four loose strands at each end. A supply of these wires may be made preoperatively in varying sizes, the appropriate length being chosen at operation.
Initially the strut was inserted as shown in the uppermost specimen (Fig 1) , but lately the wire has been covered with silastic tubing which can be sterilized by autoclaving, thus providing a smooth surface in contact with the tissues. Two holes are drilled in each bone fragment, using a No. 3 dental drill, and are placed quarter of an inch (6 mm) from the resection site, and at least quarter of an inch (6 mm) apart. This distance is adequate to prevent torsional rotation of the mandibular remnants, which can occur with a single wire (e.g. a Kirschner wire). The ends of the apparatus cannot perforate bone or pull out, as a single wire is prone to do (Henny & McClelland 1959) .
Two strands are inserted from the lingual aspect. The remaining two strands are tied by twisting tightly so that a box joint is formed and the cut ends of wire are pushed into the cancellous bone so that no sharp ends are visible thereby avoiding damage to vital structures such as the carotid artery or the soft-tissue flaps that may be introduced (Fig 2) . The only instruments required are a dental drill, stout forceps to twist the wire, and wire cutters.
This simple prosthesis has been utilized to replace bone restrictions from the lingula to the midline, in cases where the resection has been carried across the midline, and in central arch resections. It has proved to be of adequate strength in all cases. Particular points of surgical technique involve the preparation of the bone ends. The proximal or condylar segment should be resected above the lingula, and the coronoid process of the mandible (and therefore the attachment of the temporalis muscle) removed and dis- After reflecting mucoperiosteum beyond the resection site the upper border of the mandible is reduced in height, further teeth being sacrificed as necessary. Soft tissue closure then becomes considerably easier at this critical area since the mucoperiosteum can be everted and closed with mattress sutures, and the junction line of any pedicle flap that is introduced lies on sound bone well away from the site of attachment of the prosthesis. The final appearance of the reconstructed mandible is seen in the accompanying radiograph (Fig 4) . Of particular importance is the placing of the horizontal limb of the neck incision ( Fig 5) which should lie lower in the neck than the position occupied by the prosthesis, so avoiding undue pressure on the scar. Otherwise an external fistula may develop at this weak point.
Results
Of a total of 19 cases treated since 1971 with this simple device, 2 died with the prosthesis still in situ, 5 were failures and 11 successful (average duration in situ thirteen months). Examination of the 5 cases in which removal of the prosthesis (Table 1) revealed certain causative factors which are preventable. The intraoral fistule developed at the junction of the oral mucoas and pedicle flap anteriorly, before we prepared the mandibular resection site as described The external fistula was due to placing the neck incision at such a level that the prosthesis exerted pressure upon the developing scar, and finally extruded through the incision. Necrosis of a deltopectoral flap which had been led into the mouth underneath the prosthesis may have been due to constriction of the flap and loss of blood supply to its distal extremity as a result of pressure from the prosthesis. The postoperative time at which complications developed is of particular importance, since we have found that if the appliance has remained in place until 'maturation' of the scar tissue has occurred then subsequent cosmetic and functional defects are avoided. Case 1, 2, and 3 have symmetrical facies do not deviate the mandible upon opening the mouth, and have undisplaced Since these patients are not to be provided with a dental appliance (it is not desirable to place a denture on an anesthetic foreign skin flap) we consider that the appliance has fulfilled its requirement and such cases are not true failures. Two illustrative cases describe how the appliance has been used in both simple and complex reconstructions:
Case 1 A man, aged 28, underwent hemimandibulectomy, hemiglossectomy and block neck dissection for an aggressive carcinoma of the posterior part of the tongue. A forehead flap was inserted and his postoperative function is shown in Fig 6. 
Fig 6 Case 1 Postoperative function
Case 2 A man, aged 56, required a bilateral maxillectomy, hemimandibulectomy and neck dissection for a carcinoma of the palate that had crossed the miidline and also spread to the mandibular ramus. A deltopectoral flap was used to restore soft tissue to the mouth. A wire mandible was used to maintain form and function of the lower jaw and an obturator carrying a split-skin graft was inserted into the maxillary defect. His appearance was satisfactory two years later following provision of an upper denture. The wire was still present in his lower jaw at the time of his death from an unconnected malignant lesion.
